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This was a home health federal complaint
investigation survey.

Complaint #: INO0100840 - Unsubstantiated:
Lack of sufficient evidence.

Survey date: April 30, 2012

Facility #: 004966

Medicaid Vendor #: 200465840

Surveyor: Marty Coons, RN, PH Nurse Surveyor
Help at Home Health Skilled Care is in
compliance with the Conditions of Participation 42
CFR 484.10: Patient's rights, 484.18: Plan of
care, and 484.36: Home Health Aide as it relates

to this complaint.

Census-39
Record review-3

Quality Review: Joyce Elder, MSN, BSN, RN
May 2, 2012
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